
DEPENDENT CARE REIMBURSEMENT CLAIM

Please type or print in dark ink. Attach bill, receipt, invoice or complete Section Three Provider Information and return completed form to DRS.

DEPENDENT
CARE
ASSISTANCE
PROGRAM

STATE OF WASHINGTON
DEPARTMENT OF RETIREMENT SYSTEMS

P.O. Box 40931 • Olympia, WA  98504-0931 • www.drs.wa.gov

Section Two:  Expenses Incurred (See Reimbursement Claim Form Instructions)
Date of Birth Dependent Name (Last, First, MI) From (mm/dd/yyyy) To (mm/dd/yyyy) Amount

Section Three:  Provider Information (Required, if you are not submitting a bill, receipt or invoice)

Name

Address City State Zip

I certify that I provided the dependent care services indicated on this form:

X
Provider Signature Date

Section Four:  Certification

• Each dependent listed above will qualify as a dependent on my federal income tax return for the current year. (If not, I have attached a statement of explanation.) These 
expenses are not for kindergarten or above.

• These expenses were necessary to allow me to work, and if married, to allow my spouse to work or to be a full-time student.

• My provider is not a dependent of mine and if my provider is a child of mine, that child will be at least age 19 as of the close of the current year.

• The expenses claimed above are eligible for reimbursement under the Dependent Care Assistance Salary Reduction Program and neither I, nor my spouse, nor my 
dependents have received reimbursement for these claimed expenses from this Dependent Care Program or another source.

• I understand any claim for which I am reimbursed cannot also be used for federal child and dependent care income tax credit purposes.

I hereby certify that all of the information I have entered on this form is true and complete:

X Please send Reimbursement Forms
Signature of Employee Date

FOR DCAP USE ONLY

From To Approved Expenses

Name SSN
Change Last   First  M.I.

Address Work Phone
Change Number   Street

Home Phone
City    State  Zip

Section One:  Personal Information

FOR FASTER SERVICE
Place this label on your return envelope

For questions, please call DCAP 
customer service at 360-664-7005 
(in the Olympia area) or toll-free at 
1-800-423-1524 and select option 4.

DEPARTMENT OF RETIREMENT SYSTEMS
DEPENDENT CARE ASSISTANCE PROGRAM
P.O. BOX 40931
OLYMPIA, WA  98504-0931
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